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Abstract
Introduction The COVID-19 pandemic is regarded as a serious public health concern that boosts levels of stress and 
anxiety which could be explained by several reasons, including social isolation. In this regard, we aimed to assess the 
impact of health education on the anxiety level of COVID-19 patients during the isolation period.

Methods This is a randomized controlled trial conducted between February 2021 and June 2021. Patients tested 
positive for Covid-19 with mild to moderate forms were randomized to Education (n = 267) or control (n = 269). 
The education group received a phone health education session on day 1 (D1) following the diagnosis. The three 
components of the health education intervention were an explanation of the coronavirus disease, what to do in the 
event of complications, and the recommended preventive measures. The two groups received a telephone evaluation 
of their Hospital Anxiety and Depression scores on D1 and day seven D7 following the positive diagnosis. The primary 
outcome was the rate of anxiety reduction in each group on D7 based on a HAD-A score ≥ 8. Secondary outcomes 
were the rate of anxiety reduction on D7 based on a HAD-A score ≥ 11, the percentage of people complying with 
isolation and the scores of adherences to preventive measures during the isolation in each group.

Results Hundred and ninety-six patients in the intervention group and 206 patients in the control group completed 
the study. The sociodemographic, clinical, and initial anxiety level features of the intervention and control groups were 
comparable at baseline (p ≥ 0.05). On D7, the education group’s anxiety level (HAD-A ≥ 8) decreased from 26 to 16.3% 
(p = 0.013) while in the control group it increased from 19.4 to 22.8% (p = 0.37). Thus, the percentage change in anxiety 
between D1 and D7 (delta D7 – D1) was − 9.7% in the Education group and + 3.4% in the Control group. Using the 
HAD-A ≥ 11 thresholds, the percentage of anxiety decreased from 15.3 to 11.2% (p = 0.26) between D1 and D7, while it 
increased in the control group from 9.7 to 15.7% (p = 0.045). Thus, the education group’s change in anxiety (delta D7 - 
D1) was − 4.1%, while the control group’s change was + 6%.
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Introduction
The world has been facing an unprecedented major 
health crisis due to the coronavirus outbreak which has 
caused around 7  million death globally [1]. In Tunisia, 
almost 450,000 confirmed cases of COVID-19 and 20,000 
related deaths were detected until June 2021 [2].

This pandemic led to a considerable psychological and 
behavioral change in daily lives [3, 4]. Indeed, since the 
beginning of SARS-CoV2 outbreak, many preventive 
measures have been, worldwide, imposed including dis-
infection, lockdown and home quarantine for infected 
people.

The recommendations called for isolation of patients 
who are infected, exposed, or have symptoms sugges-
tive of Covid-19 which further increased levels of stress 
and anxiety [5]. According to the literature, being socially 
isolated, can lead to the development of anxiety-depres-
sive syndromes, severe psychological distress and a 
great sense of loneliness [6–8]. The impact of lockdown 
and quarantine on mental health has been widely docu-
mented in several studies [9–11].

Furthermore, many other reasons could increase the 
likelihood of anxiety and other mental health problems, 
such as the lack of knowledge about the disease, the daily 
increases in the number of confirmed cases and deaths, 
and the fear of infecting family members and putting 
their lives in danger [9].

It has long been established that health education is 
an effective strategy for reducing disease’s consequences 
and impact. By providing information, and support, 
health education has been shown to reduce psychological 
impact of the disease [12, 13].

That is why, education of Covid-19 patients during 
quarantine in order to help them coping with their health 
status, could prevent psychological effects including 
anxiety [7]. Many publications highlighted the impact 
of health education in reducing mental health problems 
during COVID-19 pandemic in general and specific pop-
ulation (students, mothers…) [14–17]. However, most of 
these publications was observational studies. Only few 
experimental studies have focused on mental health dur-
ing COVID-19 [18–20]. According to our knowledge, 
there is no published studies dealing with the psychologi-
cal effect of health education in quarantined Covid-19 
patients.

Within this context, the aim of our study was to assess 
the impact of health education on the anxiety level of 
Covid-19 patients during quarantine.

Methods
Trial design
This is a randomized controlled trial with two parallel 
groups (Education and Control), assessing the effective-
ness of a health education intervention on anxiety levels 
in isolated patients with COVID-19.

Participants
Participants were recruited from the Covid-19 testing 
unit at the Fattouma Bourguiba hospital of Monastir 
between February 2021 and June 2021. Inclusion criteria 
were: (1) Patients diagnosed with Covid-19 after positive 
PCR or positive antigen rapid test, (2) over 18 years of 
age and (3) who did not require hospitalization.

Patients not reachable at the first day phone call of 
the diagnosis, patients who declined to participate, and 
patients unable to answer the telephone questionnaire 
due to their cognitive impairment (dementia….) or diag-
nosed with a mental health problem were excluded.

Intervention
Since the beginning of the pandemic, all patients diag-
nosed with COVID-19 have received a call from the 
Department of Preventive Medicine of Fattouma Bour-
guiba university hospital one day after the diagnosis is 
confirmed, to identify individuals who may have been in 
close contact with them (Contact tracing). In addition to 
the usual contact tracing, the intervention group received 
a telephone health education session on the first day of 
confirmation of the diagnosis. Calls were delivered by 
medical residents who were trained in communication 
skills and on intervention delivery prior to initiation of 
the study. Each call lasted approximately 10 to 15  min. 
The educators targeted three axes of messages: (Axe 1) 
Explanation of the Coronavirus disease, (Axe 2) Self-
monitoring and what to do in case of complications, (Axe 
3) Preventive measures to respect (Box 1). During the 
phone call, each educator had a checklist of the detailed 
educational messages written in Tunisian dialect in front 
of him on a tablet to guide him to normalize the educa-
tional intervention. To avoid forgetting certain messages, 
the educator had to check each transmitted message.

Conclusion During an outbreak, providing health education to quarantined patients may be beneficial to reduce the 
psychological impact of the disease.

Trial registration number ClinicalTrials.gov Identifier: NCT05715593, retrospectively registered on 8/02/2023 https://
clinicaltrials.gov/ct2/results?term=NCT05715593&Search=Search.
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Box 1: Topics of the educational messages
Topic 1 Explanation of the Coronavirus disease
• Symptoms are almost similar to those of the flu virus.
• The duration of symptoms does not exceed the week 
generally.
• There is no reason to panic especially for those who are 
immunocompetent
• The virus can cause some complications for some vulner-
able categories of people.
• In case of chronic disease or old age, it is recommended to 
have a close follow-up but not to the point of panicking.

Topic 2 Self-monitoring and what to do in case of 
complications
• How to self-monitor at home (symptoms, temperature, and 
saturation)
• When to consult in the emergency department or to call 
the Urgent Medical Assistance Service (In case of respiratory 
difficulty, acute dyspnea, chest pain or hypoxia)

Topic 3 Preventive measures to respect
Preventive measures should always be respected, especially 
for those living with vulnerable people:
• To be self-isolated in his/her room
• To wash hands frequently
• Not to share personal tools with others (towels, water 
bottle…)
• To use a personal toilet block, if possible. Otherwise, thor-
oughly clean with bleach before leaving.
• To wear the mask every time when leaving his/her room
• To air the room regularly
• To put the waste in double bags in front of the room
• To keep a distance of at least one meter from anyone when 
leaving room

Outcomes
The primary outcome of this trial was the rate of anxi-
ety reduction in each group on day seven of the date of 
diagnosis. Anxiety levels were defined according to the 
Arabic version of the Hospital Anxiety and Depression 
(HAD) scale [21]. The (HAD-A) sub-scale is used to 
screen for anxiety disorders and is composed of 7 items. 
The items were measured on a four-point scale (from 0 to 
3). The resultant overall score ranged from 0 to 21: (0–7 
(No anxiety) and ≥ 8: (anxiety)). Anxiety levels are as fol-
lows: 8–10 (Mild); 11–15 (Moderate); 16–21 (Severe)).

The primary outcome was calculated based on a 
HAD-A score ≥ 8.

The Secondary outcomes of this study were: (1) the rate 
of anxiety reduction in each group on day seven of the 
date of diagnosis based on a HAD-A score ≥ 11, (2) the 
percentage of people complying with quarantine in each 
group (assessed based on the frequency of quarantine 
break-up during the isolation period for reasons other 
than seeking care), (3) The scores of adherence to preven-
tive measures during the isolation in each group (evalu-
ated by a Likert scale from 0 = Never to 4 = Always). The 
assessed preventive measures were the wearing of masks, 
washing hands, sharing objects with others, distancing, 

room aeration, waste management and disinfection of 
the sanitary block.

Sample size
To calculate the sample size we used the online software 
BiostaTGV with a power of 80%, a 2-sided 5% level of sig-
nificance, 29% prevalence of anxiety in Covid-19 patients 
[22] and 15% as a target prevalence. The minimum num-
ber of patients required was 268 subjects (134 subjects in 
each group). Under the assumption that at least 25% of 
the participants would drop out, we required an adjusted 
sample size of 358 patients (179 in each group at least) 
using the following formula: N = n / (1-(z/100)). N is the 
final adjusted sample size, n is the calculated sample size 
and z% is the expected dropout rate [23].

Randomization
After patients’ eligibility was confirmed and the informed 
consents were obtained, enrolled patients were randomly 
assigned to education group and control group in a 1:1 
ratio using a computer-generated sequence.

Data collection
The two groups were called by telephone on Day 1 
and Day 7 of the positive diagnosis and were asked to 
respond to a telephone questionnaire. The data collected 
on Day 1 were: age, sex, comorbidities (hypertension, 
diabetes, dyslipidemia, cardiac pathology, respiratory 
pathology, renal pathology, psychiatric pathology, immu-
nodeficiency……), smoking status, and the baseline HAD 
(Hospital Anxiety and Depression Scale) score. Those 
collected on Day 7 were: HAD score, symptoms devel-
oped (fever, dyspnea, cough, anosmia, ageusia, ody-
nophagia, asthenia, headache, myalgia aches, rhinitis, 
abdominal pain, chest pain, nausea, vomiting, diarrhea, 
confusion), the development of complications (hypoxia, 
pneumonia, respiratory failure, pulmonary embolism, 
panic attacks, insomnia…), compliance with preventive 
measures, compliance with quarantine and secondary 
hospitalization.

Statistical analysis
Statistical analysis was performed using SPSS ver-
sion 20.0. Categorical variables were summarized using 
numbers and percentages. Quantitative variables were 
expressed as mean ± standard deviations (SD) or as 
median (interquartile ranges, IQR) after testing for nor-
mality. The Student’s t-test for independent samples, 
Mann Whitney, Chi-square and Fisher’s exact t-tests 
were used to compare the baseline characteristics of the 
two study groups. For each group, the Wilcoxon test 
was used to compare the HAD-A score on Day1 and 
Day 7 and the McNemar test to compare the prevalence 
of anxiety on Day 1 and Day 7. The DELTA difference 
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between the scores (HAD-A D7 - HAD-A D1) was com-
pared between the two groups using the Man Whitney 
test. Results were considered significant at a threshold of 
p < 0.05.

Ethical considerations
All procedures were performed under the tenets of 
the 1964 Helsinki Declaration. Informed consent was 
obtained from every patient after explaining the aim 
and the procedure of the study. Participants were given 
the opportunity to ask questions and decide whether to 
participate. The ethics committee of the faculty of medi-
cine of Monastir approved the study. This trial was reg-
istered with clinical trial.gov (Trial registration Number: 
NCT05715593).

Results
A total of 3174 patients were diagnosed with Covid-19 
in the coronavirus testing unit of Monastir university 
hospital between February and June 2021.From them, 
600 patients were randomly selected and assessed for 
eligibility. Sixty-four patients were not included for fail-
ing to meet one of the inclusion criteria. Among the 536 
successful phone calls on day one ,134 patients did not 
respond to our phone calls on day seven even though we 
tried to reach them for at least three times on different 
days. Thus, we ended up with 402 patients (196 in the 
education group and 206 in the control group) as shown 
in the flowchart in Fig. 1.

General and clinical characteristics of the two study groups
The average age of patients was 40.6 ± 15.87 years in the 
education group and 41.6 ± 14.35 years in the control 
group. The sex ratio was 0.67 in the education group and 

Fig. 1 Flow Diagram
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0.54 in the control group. The frequency of comorbidities 
(hypertension, diabetes, dyslipidemia…) was comparable 
between the two groups. The general and clinical char-
acteristics of the two groups are summarized in Table 1. 
Regarding the psychological profile of our population, 
median anxiety and depression scores assessed using the 
HAD scale on day 1 of the diagnosis were also compara-
ble between the two groups (Table 2). The most common 
clinical symptoms in both groups were cough, asthe-
nia, headache, anosmia, and fever with no statistically 

significant differences. The prevalence of complications 
in both groups was also similar (Table 1).

Impact of education on levels of anxiety among 
participants
Figure 2 shows a reduction in the percentage of anxiety 
(HAD-A ≥ 8) in the education group from 26 to 16.3% 
(p = 0.013) while in the control group it increased from 
19.4 to 22.8% (p = 0.37). Thus, the percentage change in 
anxiety between day 1 and day 7 (delta Day7 – Day1) was 

Table 1 General and clinical characteristics of the study population
Education Group
(n = 196)

Control Group
(n = 206)

p

Age (mean ± SD) 40.6 ± 15.87 41.61 ± 14.35 0.5

Gender
Male 79 (40.3%) 73(35.41%) 0.31

Female 117 (59.7%) 133(64.6%)

Comorbidities
Diabetes 20 [10.2%] 16 [7.8%] 0.39

Hypertension 21 [10.7%] 19 [9.2%] 0.61

Dyslipidemia 17 [9%] 20 [10.2%] 0.68

Immunodeficiency 2 [1%] 2 [1%] 0.99*

Respiratory disease 8 [4.1%] 10 [4.9%] 0.7

Smoking 32 [17.4%] 26 [13.8%] 0.34

BMI (mean ± SD) 27.1 ± 4.87 26.81 ± 4.49 0.53

Quarantine
Containment center 6 [3.3%] 11 [5.8%] 0.41*

At home (home alone) 35 [19.2%] 41 [21.5%]

At home (with family) 141 [77.5%] 139 [72.8%]

Symptoms developed
Fever 44 (23.9%) 49 (25.8%) 0.67

Cough 72 (39,1%) 76 ( 40%) 0.86

Dyspnea 26 (14.1%) 28 (14.7%) 0.86

Anosmia 61 (33.2%) 61 (32.1%) 0.82

Agueusia 48 (26.1%) 39 (2O.5%) 0.2

Asthenia 70 (38%) 76 (40%) 0.69

Headaches 69 (37.7%) 59 (31.1%) 0.17

Rhinitis 18 (9.8%) 24 (12.7%) 0.37

Odynophagia 11 (6%) 18 (9.5%) 0.2

Myalgia 20 (10.9%) 28 (14.7%) 0.26

Diarrhea 38 (20.7%) 44 (23.2%) 0.55

Chest pain 21 (11.4%) 17 (9%) 0.44

Arthralgia 3 (1.7%) 4 (2.3%) 0.72*

Abdominal pain 5 (2.9%) 6 (3.5%) 0.74

Complications developed
Hypoxia 11 [5.8%] 14 [7.1%] 0.58

Secondary hospitalization 6 [3.3%] 2 [1.1%] 0.17*

Panic attack 11 [8.4%] 9 [6.9%] 0.64

Insomnia 17 [12.5%] 15 [10.9%] O.67

Pneumonia 2 [1.5%] 5 [3.7%] 0.28*

Pulmonary embolism 1 [0.8%] 1 [0.8%] 0.99*

Respiratory failure 4 [3.1%] 3 [2.2%] 0.71*
Comparison of percentages with Fisher’s test
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− 9.7% in the education group and + 3.4% in the control 
group (Fig. 3.A).

Using the HAD-A ≥ 11 threshold, the percentage of 
anxiety decreased from 15.3 to 11.2% (p = 0.26) between 
Day 1 and Day 7 in the education group versus an 
increase in this percentage in the control group from 9.7 
to 15.7% (p = 0.045) (Fig. 2). Thus, the education group’s 
change in anxiety (delta D7 - D1) was − 4.1%, while the 
control group’s change was + 6% (Fig. 3.B).

In the education group, the median anxiety score 
(HAD-A) was 3[1;8] on Day 1 and decreased to 1[0; 5] on 
Day 7 (p < 10− 3) while in the control group it increased 
from 2 [0;6] to 2 [0;6.25] with no statistically significant 
difference (p = 0.81) (Fig. 4). The change in score (HAD-
A) between Day 1 and Day 7 (delta D7-D1) was signifi-
cantly greater in the education group than in the control 

group with median delta values of -1 [− 4; +1] and 0 [-2; 
+2] respectively (p = 0.011) (Fig. 5).

Impact of education on compliance with preventive 
measures during quarantine
Comparison of the mean scores of items assessing com-
pliance with preventive measures during quarantine did 
not show a statistically significant difference (Table 3).

Impact of education on quarantine compliance
The proportion of people who interrupted the quaran-
tine during the isolation period for unjustified reasons 
was 17.6% in the education group and 15.2% in the con-
trol group with no statistically significant differences 
(p = 0.52).

Table 2 Comparison of the psychological profile of the two groups on Day 1 of diagnosis confirmation
Education Groupe  (n = 196) Control Groupe (n = 206) p

Initial HAD-score, Median [IIQ] 7[3;15.75] 6.5[2;15] 0.37

Initial anxiety-score, Median [IIQ] 3[1;8] 2[0;6] 0.16

initial depression-score, Median [IIQ] 4[2;9] 4[1;8] 0.71

Anxiety (HAD-A) ≥ 8
Yes 51[26%] 40[19.4%] 0.11

No 145[74%] 166[80.6%]

Anxiety (HAD-A) ≥ 11
Yes 30[15.3%] 20[9.7%] 0.08

No 166 [84.7%] 186[90.3%]

Fig. 2 Comparison between baseline and final anxiety prevalence according to the Anxiety subscale of the HAD Scale among the two study groups
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Discussion
Several studies support the significant relationship 
between quarantine and poor mental health during the 
COVID-19 pandemic. It was shown that the longer the 
quarantine lasted, the higher the anxiety, depression and 
stress levels are. Many reasons could explain this poor 
mental health outcomes such as the lack of knowledge 
about the disease, the daily increase in the number of 

confirmed cases and deaths and the fear of infecting fam-
ily members and putting their lives in danger [9].

The current findings suggested that health education 
may play a conspicuous role in alleviating the psychologi-
cal burden of isolated patients with Covid 19. In light of 
this, several authors have emphasized the importance of 
setting up a follow-up (telemedicine, tele-psychiatry) in 

Fig. 4 Comparison between distribution of baseline and final HADS-A scores among the two study groups

 

Fig. 3 Variation of anxiety prevalence between day1 and day7 among the two study groups
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order to minimize the mental impact of covid, particu-
larly during the isolation period [24, 25].

Therefore, researchers in our study developed an edu-
cation program that focused on explaining the nature of 
the disease, how to act if complications and the preven-
tive measures to adopt during the isolation period and 
evaluated the effectiveness of this program in reducing 
anxiety levels.

According to our findings, the prevalence of iso-
lated patients with Covid 19 suffering from anxiety with 
(HAD_A score ≥ 8) was 22.6%. The two groups of this 
trial were characterized by comparable general data, lev-
els of anxiety and depression at baseline. Interestingly, 
patients in the education group experienced significant 
improvements in their self-reported anxiety symptoms at 
one week follow-up.

Our study aligns with existing literature and supports 
the understanding that individuals with extensive knowl-
edge about COVID-19 tend to experience lower levels of 
anxiety related to the disease. This is consistent with find-
ings from various studies conducted on Ghanaian physi-
cal education teachers [26], Turkish COVID-19 patients 
[27], Turkish midwifery students [28], and Qatari and 

Middle Eastern health care worker [29]. Hence, it is pro-
posed that factors promoting awareness of COVID-19 
can contribute to increased levels of consciousness and, 
consequently, reduce anxiety [30–32]. In our study, we 
propose that education, as a factor promoting awareness, 
may have an inverse impact on the anxiety response.

The association between individuals with extensive 
knowledge about COVID-19 and lower levels of anxiety 
related to the disease could be attributed to several fac-
tors. First, knowledge provides a sense of understand-
ing and control over the situation, reducing uncertainty 
and fear [33]. When individuals are well-informed about 
the causes, transmission, prevention, and treatment of 
COVID-19, they are more likely to feel confident in their 
ability to protect themselves and others, thereby alleviat-
ing anxiety.

Additionally, knowledge about COVID-19 helps indi-
viduals differentiate between accurate information and 
misinformation or rumors. This ability to discern reliable 
sources and factual information can prevent unnecessary 
worry and anxiety caused by misleading or exaggerated 
claims [34].

Some studies, however, report a positive correlation 
between knowledge and anxiety regarding COVID-19. 
These studies suggest that individuals who possess aware-
ness of the uncertainties associated with COVID-19 are 
prone to experiencing heightened levels of anxiety [30, 
35, 36]. The increased levels of anxiety could be attrib-
uted to the unparalleled fear, apprehension, and nervous-
ness provoked by the COVID-19 pandemic, alongside an 
increased awareness of the severe repercussions of the 
virus. There may be several factors contributing to this 
contradictory finding, including unconsidered moderat-
ing effects of other variables and methodological flaws or 
disparities.

Upon reviewing the existing literature, scant infor-
mation is available concerning health education inter-
ventions specifically targeted towards individuals in 
quarantine due to COVID-19. In fact, the limited studies 
available in this area primarily concentrate on the expe-
riences of healthcare workers rather than the general 

Table 3 Comparison of the average scores of the items evaluating the degree of hygiene compliance
Education
Group
(mean ± SD)

Control
group
(mean ± SD)

P

I wear the mask every time I leave my room 3.06 ± 1.43 2.98 ± 1.47 0.6

I wash my hands or apply hydroalcoholic gel frequently 3.45 ± 0.98 3.50 ± 0.95 0.63

I do not share my objects (towel, linen, etc.) with others 3.48 ± 1.08 3.59 ± 1.03 0.29

I eat alone and I do not share foods with others 3.40 ± 1.21 3.30 ± 1.32 0.44

I make sure to clean the toilet block with bleach before going out 3.49 ± 1.02 3.52 ± 1.04 0.79

I make sure to ventilate my room daily 3.61 ± 0.91 3.54 ± 1.00 0.46

I put my waste in a double bag in front of the bedroom 3.00 ± 1.35 2.87 ± 1.42 0.35

I keep a distance of at least one meter from anyone when I leave my room 3.54 ± 3.17 3.21 ± 1.29 0.16

Fig. 5 HADS-A scores difference (day7-day1) among the two groups
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quarantined population. To our knowledge, this is the 
first randomized controlled trial (RCT) to assess the pos-
itive effects of health education on anxiety score among 
quarantined patients with covid 19.

For instance, a recent uncontrolled trial involving 21 
Canadian healthcare workers (HCWs) investigated the 
efficacy of the RESTORE (Recovering from Extreme 
Stressors Through Online Resources and E-health) 
program. The study reported a statistically significant 
reduction in symptoms of anxiety, depression, and post-
traumatic stress disorder [37]. Conversely, another ran-
domized controlled trial (RCT) examining the impact 
of the PsyCovidApp intervention showed no significant 
effects on symptoms of depression, anxiety, and stress 
when compared to a control app among HCWs caring 
for COVID-19 patients. Interestingly, the effectiveness 
of the latter app was observed specifically among HCWs 
who were concurrently receiving psychotherapy or psy-
chotropic medications [38]. But this trial had several 
limitations.

Furthermore, a longitudinal study was conducted in 
Tunis by the department of child psychiatry of Mongi 
Slim. The research team followed 166 children and ado-
lescents with known mental illness via telephone. They 
concluded that one third of the cohort reported a signifi-
cant reduction of their anxiety symptoms [39].

As secondary outcomes, neither group in this research 
showed significant difference of compliance with hygiene 
measures and adherence to isolation over time. This 
observation may be attributed to the influence of mass 
media and widespread awareness campaigns that have 
targeted the entire population in terms of COVID-19 
prevention.

The role of mass media in disseminating information 
and raising awareness about the importance of hygiene 
measures and isolation cannot be underestimated [40]. 
Through various channels such as television, radio, social 
media, and public health announcements, the general 
population has been consistently exposed to messages 
promoting preventive measures against COVID-19. 
These campaigns have emphasized the significance of 
practices such as regular handwashing, wearing masks, 
maintaining social distancing, and adhering to isolation 
guidelines when necessary.

The extensive reach of these awareness campaigns has 
likely contributed to a comparable level of knowledge 
and understanding of hygiene and quarantine measures 
among individuals from both the intervention and con-
trol groups in our study. As a result, there may have been 
a general consensus and shared understanding among 
participants regarding the importance of compliance 
with hygiene measures and adherence to isolation.

The present study had some limitations: All the judg-
ment criteria used were based on the participants’ 

responses for both the primary endpoint (the HAD scale) 
or the secondary endpoints (compliance with hygiene 
measures and with quarantine), which could alter the 
objectivity of the judgment. However, the use of self-
reported scales to measure depression and anxiety is 
common because of their convenience and low cost. 
Besides, due to the nature of the intervention, double 
blinding was not possible. Hence, to minimize the risk of 
bias the statistical analyzer was blind to his assessment. 
We also note that our data lack information on confound-
ers like the access to pandemic health education through 
online enquiry lines or websites of health authorities, 
socio economic factors and educational level… In addi-
tion, the decrease in anxiety and stress could not be con-
ditioned by the content of the educational messages but 
conditioned by the simple fact of feeling accompanied in 
the COVID-19 process by a health professional who does 
observe and guide you in the face of any complications 
that is why further research evaluating the impact of this 
accompaniment feeling should be conducted. Another 
limitation was the exclusive inclusion of subjects with 
telephones and those who did not require hospitalization, 
which can alter the generalizability of our results. Lastly, 
prospective studies often show an important dropout 
rate, which was the case. Nevertheless, our simple size 
was large enough to cover this limit. Despite these limita-
tions, the significant differences in psychological profile 
between the two groups are novel findings providing evi-
dence that health education have an important impact in 
reducing anxiety levels in subjects with Covid 19 during 
isolation period.

Such intervention consisting on a psychological sup-
port via virtual care (telemedicine, telephone, applica-
tion…) could be adopted by public health policymakers 
and physicians while combating the Coronavirus.

Conclusion
To the best of our knowledge, this is the first study to 
investigate the impact of health education on mental 
health symptoms among isolated patients with covid 19. 
We report that health education has significant impact 
in reducing anxiety levels of the education group. There-
fore, such an intervention could be clinically useful and 
recommended to alleviate the anxiety of infected patients 
during an outbreak.
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